A 65-year-old lady presented with asymptomatic soft-to-firm swelling of her bilateral eyelids for the past 4 years \[[Figure 1](#F1){ref-type="fig"}\]. The lesions were initially discrete and had slowly become confluent in the past 1 year resulting in bulky and drooping upper eyelids. There were extensive purpura on her neck and arms \[[Figure 2](#F2){ref-type="fig"}\]. Histopathology showed a dense homogenous acellular eosinophilic material throughout the papillary and reticular dermis with clefting and extensive red blood cell extravasation \[Figures [3](#F3){ref-type="fig"} and [4](#F4){ref-type="fig"}\]. Congo red staining showed a characteristic apple green birefringence \[[Figure 5](#F5){ref-type="fig"}\], diagnostic of cutaneous amyloidosis. The patients hemogram, liver function tests, and renal function tests were normal; however, albumin-to-globulin ratio was reversed. Skeletal survey was unremarkable. Bone marrow aspiration revealed a predominance of plasma cells which constituted approximately 15% of all nucleated cells, and serum protein electrophoresis showed a monoclonal M spike in the gamma globulin region. Hence, a diagnosis of primary systemic amyloidosis caused by multiple myeloma was made, and the patient was started on treatment with thalidomide and bortezomib in consultation with the oncologist.

![Boggy, soft-to-firm swelling of both upper and lower eyelids bilaterally](IDOJ-10-87-g001){#F1}

![Extensive purpura present over the neck](IDOJ-10-87-g002){#F2}

![Dense homogenous eosinophilic material present throughout the dermis with clefting and extensive red blood cell extravasation (H and E, ×100)](IDOJ-10-87-g003){#F3}

![Homogenous eosinophilic colloid with red blood cell extravasation (H and E, ×400)](IDOJ-10-87-g004){#F4}

![Apple green birefirengence seen with Congo red staining](IDOJ-10-87-g005){#F5}

Primary systemic amyloidosis (AL amyloidosis) is usually associated with plasma cell dyscrasia or multiple myeloma. It is composed of immunoglobulin light chains. Multiple myeloma is a bone marrow plasma cell dyscrasia diagnosed when there are more than 10% plasma cells in the bone marrow or a plasmocytoma and at least one of the following findings: (1) monoclonal serum protein; (2) monoclonal urine protein; and (3) lytic bone lesions.\[[@ref1]\] The prevalence of amyloidosis associated with multiple myeloma varies from 13% to 26%.\[[@ref2]\] Cutaneous involvement, seen in 40% of the cases,\[[@ref3]\] depends on the site of amyloid deposited. Common cutaneous lesions are petechiae, purpura, ecchymosis, waxy and translucent papules, plaques, and tumefactive lesions. The classical triad of carpal tunnel syndrome, macroglossia, and specific mucocutaneous lesions is seen in half of the patients. In our case, the typical cutaneous manifestations in form of periorbital plaques caused by dermal deposition of amyloidosis were associated with underlying multiple myeloma. Histopathology with hematoxylin and eosin and Congo red staining confirmed the diagnosis of amyloidosis, whereas bone marrow finding of 15% plasma cells and a monoclonal M spike confirmed multiple myeloma. Rectal biopsy, the gold standard for diagnosing systemic amyloidosis, could not be performed.
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